Universal access to a range of contraceptive methods is a basic tenet of most family planning programs and of such international conventions as the 1994 International Conference on Population and Development. 1 When governments are unwilling or unable to allocate public or donor funds to pay for universal contraceptive coverage, users must bear some of the costs. If all contraceptive users who could afford to purchase their methods from the private sector did so, then governments could target their subsidies to needier clients. 2 Thus, the efficiency with which public subsidies reach the truly poor is an important issue for policymakers. 3 To obtain contraceptives from private-sector sources, women must have a sufficient income, as well as physical access to outlets. A woman, no matter how motivated, cannot purchase contraceptives if there is no commercial outlet near her home, work or market, or if she is unfamiliar with commercial outlets or what they carry. Researchers often infer disposable income and ability to pay from income and expenditure surveys. Other variables, such as ownership of durable goods, construction of the dwelling (e.g., which materials were used for the floor and roof; and whether it has electricity, running water and proper sanitation), and education and occupation, can be used to create a proxy scale for household wealth; however, such scales do not measure knowledge of or access to private-sector facilities.
Another method of estimating the ability to use the private sector is to consider where women obtain other health services. To purchase private health care, women presumably have some disposable income and knowledge of and access to private outlets. This measure of women's ability to pay for contraceptives is also easily understood by government decision-makers.
In this article, we use Demographic and Health Survey (DHS) data from eight developing countries to determine the proportions of women with children five or younger who practice contraception and who purchase private maternal and child health care. By assuming that these women can afford to purchase contraceptives, we use these data to estimate how the private contraceptive markets and government family planning subsidies would be affected if all those who could afford to pay for their methods did so.
DATA AND METHODS
For our analysis, we used 1993-1998 DHS data on women with children aged five or younger* from Brazil, Columbia, the Dominican Republic, Indonesia, Peru, the Philippines, Turkey and Zimbabwe. These countries were chosen because their sample sizes included a sufficient number of users of modern contraceptive methods from both the public and *The standard DHS questionnaire asks women who had live births within the five years preceding the interview about sources of care for delivery and sick children. These are the only questions on health care other than family planning, and for this reason the analysis was restricted to this subset of women who practice contraception.
International Family Planning Perspectives the private sector to permit meaningful analysis. The sources from which women obtain family planning methods were derived from the survey question, "Where did you obtain your contraceptive method?" Responses were categorized as government (e.g., facilities maintained by ministries of health), commercial (e.g., private facilities and providers, and retail outlets) and other (e.g., social security systems, nongovernmental agencies, friends, or relatives).* This analysis considered commercial and government sources, but not other sources of supply.
The source from which women receive maternal and child health care was derived from survey questions on place of delivery and source of treatment for sick children. Women were categorized as receiving private maternal and child health care if their last birth occurred in a private hospital or clinic, or if they sought treatment for a sick child in the last two weeks from a private hospital, physician or midwife.
We classified women who purchase private health care for themselves or their children as being able to pay for at least those contraceptive methods that can safely be provided by commercial pharmacies-the pill, the condom and the injectable. The analytic approach is deliberately descriptive. No statistical tests are used because there is no single criterion for appropriate source mix either across countries or within countries. Analyses based on fewer than 50 observations per cell should be treated with caution.
RESULTS
Women who receive private maternal and child health care account for only a small proportion of contraceptive users with children aged five or younger in the eight countries studied, ranging from 5% in Peru and Zimbabwe to 22% in Colombia (Table 1) .
The condom, the pill and the injectable are all available from commercial outlets at prices that are likely to be affordable to women who purchase private maternal and child health care. 4 Figure 1 presents commercial and public market shares for oral contraceptives among women with children aged five or younger who receive private maternal and child health care. † In Brazil, Colombia, the Dominican Republic and Turkey, commercial providers dominate the market, serving more than 75% of women who receive private care. In the Philippines and Peru, the proportions are substantially smaller, and in Indonesia and Zimbabwe, fewer than half of such women obtain the pill from for-profit sources.
Women who obtain the pill from the public sector are a potential source of growth for the commercial market. Those who deliver their children at a private hospital or seek care for their sick children from a private doctor or clinic are likely to have both the economic resources and the information needed to obtain at least lower-priced contraceptive methods from the commercial sector. The following analyses look at the practical impact of encouraging women who pay for private health care in countries where the private sector's share of the oral contraceptive market is relatively low to purchase the pill from commercial sources. (The same analyses could be performed for women who report using condoms or the injectable for pregnancy prevention; however, due to the low prevalence of these methods, the sample sizes may be inadequate.)
In Indonesia, women with children aged five or younger who pay for private maternal and child health care account for 12% of oral contraceptive users, and slightly fewer than half of these obtain the method from commercial sources. If all these women were to purchase their supplies from commercial sources, the private-sector share of the oral contraceptive market would increase by 25% and the government burden would decline by 6%.
Seventeen percent of Filipino women who use the pill have children younger than five and purchase private maternal or child health care. A slim majority obtain their oral contraceptives from commercial sources. The private sector share of the oral contraceptive market would increase by 22% and the government burden would decline by 7% if all these women were to purchase the pill from commercial sources.
Of women in Zimbabwe who use oral contraceptives, 5% have children aged five or younger and purchase private maternal and child health care; just 39% purchase their
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*The private sector is often divided into two categories: commercial and nonprofit. This analysis focuses on public and commercial sources of family planning methods; further analyses could be extended to include nonprofits. †Overall pill use in the study countries ranged from 5% in Turkey to 33% in Zimbabwe. 
